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Our MissiOn
To become the world leader in publishing and information services on child abuse, maltreatment, diseases, and domestic violence.
We seek to heighten awareness of these issues, and provide relevant information to professionals and consumers.
A portion of our profits is contributed to nonprofit organizations dedicated to the prevention of child abuse and the care of victims of abuse and other children and family charities.
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FOrewOrd tO the seCOnd editiOn
Sexual assault covers a broad spectrum of unwanted sexual contact. This includes unwanted touching; forced physical contact; and forced viewing of, or involvement in, pornography. The survivor population is incredibly diverse, including both women and men from a variety of cultures, ethnicities, and age groups. Sexual assault may physically injure survivors and it may also exact profound, long-term emotional tolls from both primary survivors and secondary survivors, ie, in their family and friends. This problem is compounded by the low percentage of survivors who report incidents of sexual assault and, as a result, the low percentage who receives the qualified help that is so crucial to their recovery-help that should include a coordinated response from medical professionals, trained sexual assault nurse examiners, advocates, and law enforcement.
Sexual Assault Quick Reference, Second Edition is a detailed reference guide that covers a range of common and uncommon types of sexual assault, offers essential guidance and recommended treatments based on research and extensive treatment histories, and provides procedural guidelines for patient-practitioner interaction to promote best possible outcomes. It is a comprehensive, reference tool that should be considered an essential resource for professionals and volunteers serving in the sexual assault community of practice. Readers from across the full spectrum of sexual assault responders will benefit from the knowledge contained in this book. After reading Sexual Assault Quick Reference, Second Edition, sexual assault support service providers will be able to improve and standardize their ability to deliver consistent, high-quality care in a variety of sexual assault cases and for the survivors of those incidents. 
Elisa Covarrubias

FOrewOrd tO the First editiOn
Sexual Assault is broadly defined as unwanted sexual contact of any kind. Among the acts included are rape, incest, molestation, fondling or grabbing, and forced viewing of or involvement in pornography. Drug-facilitated behavior was recently added in response to the recognition that pharmacologic agents can be used to make the victim more malleable. When sexual activity occurs between a significantly older persona and a child, it is referred to as molestation or child sexual abuse, rather than sexual assault. In children, there is often a "grooming" period during which the perpetrator gradually escalates the type of sexual contact with the child and often does not use the force implied in the term sexual assault. But it is assault, both physically and emotionally, whether the victim is a child, an adolescent, or an adult.
The reported statistics are only an estimate of the problem's scope, with the actual reporting rate a mere fraction of the true incidence. The financial costs of sexual assault are enormous; intangible costs, such as emotional suffering and risk of death from being victimized, are beyond measurement. Short-term and long-term consequences reach far into all emotional and physical aspects of a victim's life.
Trained professionals work every day to combat sexual assault in all its forms as well as the adverse aftereffects. This book offers information for all who deal with sexual assault-the crisis hotline staff, law enforcement personnel, prehospital providers, specialized detectives, medical and mental health staff, specialized sexual assault examiners, and counselors. The information is as current, accurate, and specific as it can be in a rapidly evolving field. This book seeks to provide this information in a most accessible manner for professionals needing an immediate resource; it will fill a need in many avenues where sexual victimization is seen and care is given to victims. Health care, social service, and law enforcement professionals have the unique opportunity to make a difference in how victims of sexual assault will incorporate that event into the rest of their lives. The well-prepared professional is aware of the patient's needs and sensitive to the victim's response to the examination process. This attentiveness will go a long way in beginning the emotional healing process necessary to integrate the events. Giving control back to the victim of rape is therapeutic and should be a priority throughout the examination.
The primary purpose of the sexual assault examination by the health care professional is to provide for medical diagnosis and treatment. The examiner needs to keep in mind that observations may be the result of normal development, a result of trauma caused by accident or abuse, or the result of a disease condition. Treatment may be of a clinical, psychological, or emotional nature.
The evidence-collection portion of the examination assists in linking the victim, the suspect, the crime scene, and the evidence. Documentation of this portion of the examination is just as important as documenting the history and physical assessment. This text provides easy-to-access information outline forensic, biologic, and technologic evidence collection within the discussion of the many unique situations in which a sexual assault may occur. Effective response to sexual assault, as well as the best possible outcomes for survivors, depends upon the cooperative efforts of informed and dedicated professionals across disciplines, be they physicians, nurses, mental health practitioners, emergency responders, law enforcement officials, attorneys, or social service workers. This book is possible because of the commitment of nearly 100 such professionals and their combined expertise. We are happy now to offer it to you, and we sincerely hope that it will be of value and inform your efforts to mitigate the impact of sexual violence in all its forms and in the interest of the survivors seeking your care. 
PreFaCe tO the First editiOn
Sex crimes are now recognized as the precipitating event for various physical, emotional, and psychological disorders. Individuals, families, and the society as a whole suffer. Professionals are charged with working to identify and document the presence of physical injury to corroborate the victim's history, which contributes to the investigation of possible sexual abuse and assault and holds offenders accountable for their crime. Aids in this process include photographic, colposcopic, video, and narrative documentation, and the quality of these media continues to improve. Secure computer programs are being used to transmit photographs so that various professionals can consult on injuries. Research investigating assault injuries continues to support the position that the presence of injury does not prove assault, nor does the absence of injury prove consent. The interdisciplinary sexual assault response team (SART) approach, in which an expert nurse examiner or physician, a sex crimes detective, an advocate, and an experienced, specialized prosecutor work in tandem, has streamlined the process for the victim. Emotional care offered from the time of the examination has softened the impact of the process and helped the victim toward recovery. More efficient and better funded DNA profiling at the local, state, and national levels allows for more timely identification of offenders.
In this text, we see the problem of sexual assault and abuse through the eyes of many professionals: physicians, paramedics, law enforcement personnel, the judicial system, social workers, and people who work with children. The knowledge shared by these concerned and caring individuals supplies the power to intervene. This book offers current, accurate, and specific data concerning the problem of sexual assault in an easy-to-access format.
With this information, we become empowered participants whose effective interventions help prevent sexual assault as well as care for its victims. 
child sexual abuse
Child sexual abuse is not a new problem but has only been accepted as a bona fide entity that deserves professional attention since the 1970s. Its definition is subject to interpretation on multiple levels. Institutional, societal, medical, and legal terminology all differ in either definition or emphasis. A broad range of developmentally inappropriate sexual behaviors is included, covering both contact and noncontact activities. The Child Abuse Prevention and Treatment Act (CAPTA) of 1974 provided a federal legal standard that all states were mandated to follow to be eligible for funds for child abuse programs. This act defined sexual abuse as "the employment, use, persuasion, inducement, enticement, or coercion of any child to engage in, or assist any other person to engage in, any sexually explicit conduct or simulation of such conduct for the purpose of producing a visual depiction of such conduct." Principles that mark most legal definitions include the following:
-A child is defined as a person under age 18 years, with some exceptions.
-Most statutes emphasize the discrepancy between the perpetrator's and victim's ages.
-The developmental level of the child is considered.
-Laws generally distinguish who is considered a caretaker or guardian for the child.
-When the caretaker is involved in the abuse, involvement of the local child protective services (CPS) agency and law enforcement personnel is usually mandated.
-When the perpetrator is unknown, unrelated, or not considered a caretaker or involved in the child's care, the abuse may be treated as a purely criminal case.
The generally recognized forms of sexual abuse are genital fondling; masturbation; sexualized kissing; digit or object penetration of the vagina or anus; and oral-genital, genital-genital, and anal-genital contact, but the perpetrator does not need to directly contact the child physically for sexual abuse to occur, with exhibitionism; voyeurism; and viewing, producing, or distributing pornography also included in most definitions. The use of computers and the Internet to produce, compile, possesses, or disseminate child pornography as well as to seduce or attract children with the intent of sexual misuse is a recent addition to legislation. In addition, failure to protect a child is an important component of many definitions of child sexual abuse. Incest is a special category in that a different level of psychosocial problems, prognosis, and family dysfunction is involved, but the cases are handled the same with respect to reporting and meeting the legal definition of sexual abuse.
Sexual play occurs between young children of similar developmental levels and frequently involves viewing or touching, but it is considered a normal part of childhood development and curiosity. The variety and frequency of sexualized behaviors increase in both male and female children up to 5 years of age and then decreases thereafter. The distinction between sexual play and sexual abuse is generally predicated on the discrepancy in age between the 2 participants, the level of control or authority the older child holds over the younger one, the degree of coercion, and the actual activity involved.
Persons who are mandatory reporters, having a responsibility for the welfare of children, should be familiar with their own state statutes.
Scope
-True magnitude is unknown.
-Rates are generally considered underestimates and are based on substantial underreporting.
-Cases may never be disclosed or may be disclosed by victims but not reported to authorities.
-The Fourth National Incidence Study on Child Abuse and Neglect estimated 135 300 cases of sexual abuse in 2006, a rate of 1.8 cases/1000 children.
-Prevalence studies estimate that 17% of females and 8% of males have experienced childhood sexual abuse.
-One-third of victimized women and 40% of victimized men never disclose.
-Physicians and other mandated reporters often fail to report cases of sexual abuse, with a perceived lack of sufficient evidence, concern for disrupting the patient-physician relationship, fear of harming the family, and distrust of local CPS agencies cited as the most common reasons for not reporting.
-Recall bias may affect the prevalence data reported, with false childhood memories overestimating the true prevalence and denial, repressed memories, and a continuing unwillingness to disclose traumatic events generating an underestimate.
VictimS
-There is no classic profile of the sexually abused child.
-Female victims account for more than 3 times the number of male victims in reported cases of child sexual abuse. Data also show that girls are 2.5 times more likely to be victims of sexual abuse than boys.
-The risk for sexual abuse is highest during preadolescence with 9 to 11 years being the mean age, with a smaller peak in the early school-age years.
-Sexually abused boys tend to be younger than their female counterparts.
-Race and ethnicity do not differ from nonabused populations, although there is some evidence that low socioeconomics might increase risk.
-Children with behavioral health problems and physical or mental disabilities are at potentially higher risk for victimization.
-Perpetrators report that they seek children who are available, trusting, lack self-esteem, and have desirable physical attributes.
-Children living without 1 or both of their natural parents are at an increased risk of being abused. Females who live apart from their mothers or are not emotionally close to their mothers are at increased risk of sexual abuse. Abused males are more likely to live with their mothers and have no father figure at home.
-The single most important risk factor for both males and females is the presence of a nonbiologically-related male in the household.
-Other risk factors include having a mother who is ill, disabled, has less than a college education, or is extensively out of the home; substance abuse; parental conflict; violence in the home; having adolescent parents, foster parents, or parents who were sexually abused themselves; and being a sibling of an abused child.
offenderS
-There is no classic profile of the abuser.
-Child sexual abusers tend to be older men, but one-quarter to one-third of male perpetrators are adolescents.
-Women are offenders in up to 5% of cases involving female children and 20% of cases involving male children.
-In 75% of cases of child sexual abuse, the perpetrator is known by the child. Stepfathers molest girls more often than boys, while biological fathers molest similar numbers of girls and boys.
-Incest victims are most likely to be female children who are molested by their fathers or stepfathers. Recognition and understanding of genital and anal anatomy is essential when evaluating patients for sexual assault. The examiner must be familiar with the appearance of normal anatomy in order to recognize injury and/or medical conditions that can influence the physical appearance of the tissue and mimic sexual assault injury. This chapter will identify the genital and anal anatomy of children, adolescents, and adults as well as review the terminology of injury.
medicAl embryology of the externAl genitAliA -Genetic sex is determined at the time the ovum is fertilized, but during the first 12 weeks of embryonic life, both male and female primordial tracts are present and develop in unison.
-In the female: cortex develops into the ovary at 10 to 11 weeks, with medullary regression.
-In the male: medulla differentiates into the testis, with regression of the cortex.
-Gonadal primordia are influenced by the sex-determining region (SRY) on the Y chromosome.
If a functioning testis is present, the phenotype is male, whereas in the absence of the sex-determining region, with or without the presence of an ovary, the phenotype is female.
development of externAl genitAliA in boys
-External genital development occurs between 10 and 16 weeks of gestation. The genital tubercle grows into a penis and the urogenital folds fuse to enclose the penile urethra.
-At 28 weeks, the inguinal scrotal stage of descent begins, with the testis descending into the scrotal sack between 28 and 32 weeks of gestation.
-Testosterone is responsible for the evolution of the vas deferens, epididymis, ejaculatory ducts, and seminal vesicle. Dihydrotestosterone results in the development of the male external genitalia, including the prostate gland, and the bulbourethral glands, or Cowper's glands.
-At puberty, testosterone leads to spermatogenesis and the development of the secondary sexual characteristics as well as a five-to seven-fold enlargement of the prostate gland, epididymis, and testes.
AnAtomic VAriAtions in Boys
Many variations of normal and some previously unrecognized problems may be noted in the examination of the male from infancy through puberty stage Tanner -Among the principal structures are the mons pubis, labia minora and majora, symphysis pubis, clitoral prepuce, vulva, vagina, and hymen.
AnAtomic VAriAtions in Girls
Some congenital abnormalities in females pass undetected in the newborn, becoming clinically apparent only later or remaining partially expressed and found only incidentally during surgery or other procedures. The more prevalent variants are: Female external genitalia vary in size, shape, and color. The term "external genitalia" can be confusing to those outside the health care professions and has been used in court to argue that external genitalia are actually outside structures. In reality the introitus contains structures only visible with separation of the labia majora. These anatomical structures are covered with nonkeratinized epithelium making them internal structures. The exposed skin structures, including the mons pubis and the external surfaces of the labia majora, are covered with keratinized cellular structures, hair, and glands. The introitus extends from the mons to the perianal areas and has 3 The forensic evaluation of a prepubescent child is designed to collect, document, and preserve evidence in a law enforcement investigation of a crime or possible crime. In the event of a crime, the systematic manner of collecting, documenting, and preserving evidence is referred to as processing the scene (Figure 4-1) . 
PrinciPles oF evidence collection
Determination of team Composition
-Establish a team to provide contamination control; accurately document; prioritize evidence collection; and to collect, preserve, package, transport, and submit evidence by established protocols.
-Team members may be law enforcement, child protective services (CPS), social workers, medical personnel, psychologists, forensic interviewers, and district attorneys.
-All team members need specialized training in pediatric sexual abuse.
Contamination Control
-Ensure that the integrity of the evidence is maintained.
-Use nonreusable items to collect specimens and observe universal precautions.
DoCumentation
-Assess what needs to be documented and establish the types of equipment needed, considering photography, video, diagrams, measurements, and notes.
1. Take photographs with and without scale and evidence identifiers.
2. Photograph or videotape to provide a broader perspective and demonstrate correct technique during evidence collection and examination.
3. Document variances with measurements and document location of injuries and evidence collected in relation to the body. ColleCtion anD preservation of eviDenCe -Maintain evidence security throughout the process.
1. Note location of collected evidence, date and time collected, who collected it, and who had access to it.
2. Establish a chain of custody-document handling and account for all specimens through each step of the evidence processing. Begin with initial collection and follow all the way to the courtroom, thereby ensuring validity and admissibility of forensic evidence in court.
3. Obtain reference samples. Secure any electronically recorded evidence immediately.
4. Establish policies and procedures relating to evidence collection and the release of evidence and maintain them, updating periodically.
limitations oF the Forensic evaluation
Most nonacute examinations of children who have been sexually abused will show less than 5% visible evidence of findings. There are many reasons for this such as delayed reporting so if there was an injury it has had time to heal. Often the most important evidence will be the child's history of the event.
When to collect evidence* programs now recommend 120 hours post assault because DNA analysis technology is more sensitive and continues to change.
Process oF collection
-A head-to-toe physical examination, including a detailed genital examination, should be done with the patient in the frog-leg position, either supine or on the caregiver's lap, and in the prone knee-chest position. Written documentation of evidence, diagrams, and photographs are recommended.
-Physical evidence recovery kits specifically for sexual assaults are usually supplied by law enforcement agencies or can be obtained through a state forensics laboratory ( Most are designed for adults but are routinely modified for pediatric use. Follow the kit's instructions on how the evidence should be collected and how to handle used and unused supplies (Table 4-1).
-Collect evidence using normal saline solution, distilled water, or sterile water, based on the recommendations of the local forensic laboratory. Collect and separately package each piece of clothing worn during and immediately after the assault.
1. If the child is still wearing the original clothes, undress the child over a paper sheet placed on a clean hospital bed sheet or another sheet of paper.
2. If the clothing is damp or wet, place examination table paper between the layers and notify the police so the articles of clothing are dried and stored properly.
3. Label each package to identify the child, date, time, and your signature and seal it securely.
Process oF Forensic evaluations
more than 72-120 hours after inCiDent or in ChroniC abuse baseD on Your CommunitY stanDarD -Do not use a forensic evidence collection kit.
-Perform a head-to-toe physical examination and detailed anogenital examination, as for acute abuse.
-Document findings and provide diagrams and photographic evidence. 
